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NEW YORK NEUROLOGICAL SOCIETY. 

October 4, 1904. 

The President, Dr. Pearce Bailey, in the Chair. 

A Case of Unverricht’s Type of Family Myoclonus, but Without 
Epilepsy —Presented by Dr. L. Pierce Clark.—The patient was a married 
woman, twenty-six years old, of Irish descent. There was a family his¬ 
tory of myoclonus in the father, uncle and sister; of facial tic in a grand¬ 
mother, of hysteria in the mother, and of paralysis agitans in a great-aunt. 
The patient was well until her seventh year, at which time the myoclonus 
began. It consisted of arhythmic, clonic spasm of the left sterno-cleido- 
mastoid muscle, and gradually spread into the entire left shoulder girdle, 
as well as the arm, trunk and thighs. Subsequently the right side became 
affected in a similar manner. The muscles most markedly affected were 
the sterno-cleido-mastoid, the trapezius, the deltoid, biceps, latissimus dorsi 
and glutei. The right side was most involved. Emotional excitement, 
embarrassment and anxiety increased the spasm. The gait was at times 
affected. The spasm was quieted by lying down. For the past eight years 
the spasm had been more or less continuous, with varying grades of 
paroxysmal intensity. It ceased during sleep. Speech was occasionally 
affected, and swallowing was at times difficult. Laryngeal sounds were 
occasionally emitted. The patient had never suffered from epilepsy nor 
from any attacks epileptoid in character. 

Dr. B. Sachs asked how a case of this character could be distinguished 
from the maladie des tic convulsifs, to which the clinical picture bore a 
close resemblance? In Dr. Clark’s case there did'not seem to be anything 
more than a generalized convulsive tic, and without a distinct history 
of epilepsy he did not see how it differed from the affection described by 
French writers. 

Dr. Clark, in closing, said the question raised by Dr. Sachs had given 
rise to considerable discussion between the French and German schools. 
The case resembled Unverricht’s type of family myoclonus, in that the 
movements of the muscles were arhythmic, they were not purposeful, they 
were accompanied by paroxysms of intensity, but with no free periods. 
There was, however, no history of epilepsy, and some writers would no 
doubt classify the case as one of generalized tic. 

A Case for Diagnosis —Presented by Dr. Sachs.—The patient was a 
man of thirty-five years, who first came under the speaker’s observation 
in 1897. He was a machinist by occupation. He had never come in con¬ 
tact with metallic poisons, and gave no history of gonorrhea or syphilis. 
He first noticed that pulling the left half of his moustache caused him no 
pain, while pulling the opposite half gave rise to the usual sensation. 
Subsequently he had a carbuncle on the left side of the lip. which was 
opened without causing him any pain. Thorough and repeated examina¬ 
tions revealed nothing excepting a disturbed sensation in the distribution 
of the left trigeminal nerve. During the first year there was only a loss 
of pain and temperature sense in the greater part of the three branches 
of the nerve, with subsequent loss of sensation of the left cornea, and 
more recently, atrophy of the left masseter muscle. During his last ex¬ 
amination of the patient, Dr. Sachs said, he noticed a slight involvement 
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of the middle branch of the right trigeminus. There was no dissociation 
of sensation in any other part of the body, and no evidences of systemic 
or other diseases. The knee-jerks were normal. 

Dr. Sachs said he had seen two cases similar to this one, in which the 
only symptom consisted of a dissociated sensation of the trigeminal nerve. 
One explanation he had to offer was that it was an unusual case of 
syringomyelia, in which the cavity formation was in the pons and not in 
the spinal cord. This he regarded as a rather venturesome diagnosis, 
because in such a case, in all probability, some of the other cranial nerves 
would have become involved after so many years. Another and more 
likely explanation was that the case was one of primary degeneration of 
the nerve, perhaps fibroid in character, such as had been described as 
occurring in nerves in other regions. Whether it would be proper to call 
it a neuritis or not he did not know. 

Dr. George W. Jacoby said that one of the diseases to be considered in 
connection with the case shown by Dr. Sachs was beginning tabes. The 
speaker reported a case of undoubted tabes that had been under his 
observation during the past eighteen years, in which the first symptom 
was an analgesia in the distribution of the middle branch of the trigeminal; 
there was not a dissociation of sensation, simply a reduction, which 
gradually became complete, and this persisted for five or six years before 
any other symptoms of tabes manifested themselves. In that case, Dr. 
Jacoby said, anti-syphilitic remedies were given from the very onset of the 
analgesia, and for a long time, without exerting the slightest influence upon 
the subsequent development of the tabes. 

Dr. William M. Leszynsky called attention to the decided atrophy of 
the muscles in the case shown by Dr. Sachs. The speaker said he saw no 
reason why the dissociated sensation should necessarily indicate the pres¬ 
ence of syringomyelia. Dissociated sensation was occasionally seen in 
other conditions affecting the peripheral nerves. 

Dr. Joseph Collins said that while cases of tabes like the one described 
by Dr. Jacoby were very uncommon, they were occasionally met with, 
and he had recently seen one come to autopsy after twelve years’ observa¬ 
tion. In those cases, however, there was no pronounced muscular atrophy, 
which was such a conspicuous feature in Dr. Sachs’ case, constituting, 
practically, a facial hemiatrophy. The more or less uninterrupted quiver¬ 
ing or flickering of the muscles, particularly the masseter, as well as the 
distribution and course of the affection, militated against a peripheral 
trigeminal lesion. Dr. Collins said he was inclined to regard the case 
as one of central syringomyelia. 

Dr. L. Pierce Clark said that cases of progressive muscular atrophy 
had been reported which were similar to the case shown by Dr. Sachs. 
In those cases the skin itself was not involved to the extent that it was in 
facial hemiatrophy. The case might be one of progressive muscular 
atrophy, with sensory changes due to degeneration of the sensory root. 

Dr. Sachs, in closing, said he did not think the case had any features 
in common with ordinary facial hemiatrophy. For a period of five years 
this patient only presented sensory symptoms. The apparent atrophy was 
due to wasting of the muscles supplied by the motor branch of the 
trigeminus. The quivering of the muscles, to which Dr. Collins had called 
attention, was more apparent than usual, and was probably due to tem¬ 
porary nervousness. The speaker said he had kept the possibility of early 
tabes in mind, but had found no evidences of that disease. 

Dementia Prcecox: Has the Recognition of Dementia Prcecox Ad¬ 
vanced our Conceptions of the Various Forms of Mental Derangement 
Occurring in the Adolescent Period? Is Not the Present Tendency to Give 
Too Grave a Prognosis in the Youthful Insanities? How Frequently 
Does Dementia Follow the Mental Derangements of Early Life? —Dr. 
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B. Sachs, in opening the discussion of this subject, emphasized the fact 
that some cases corresponded accurately to the types of dementia praecox 
described by Kraepelin and his followers. This was particularly true of 
the earlier forms of mental derangement occurring in members of families 
in which there was a very marked psychic taint, but even in these many 
years might pass before an appreciable dementia set in. The term 
dementia praecox, he thought, should be carefully restricted to such cases 
in which mental deterioration, at an early stage of the disease, was clearly 
recognizable, and should not be applied to those in which a dementia 
might set in in the far-distant future. The diagnosis of dementia praecox 
placed the stamp of an uncurable malady upon persons who might be 
sufficiently alert to be useful to themselves and to others for a long term 
of years, and in that sense did them distinct injustice. There seemed to be 
little gain in grouping widely differing cases under one heading. The 
older plan of clinical subdivision was more commendable, and the ten¬ 
dency to dementia should be insisted on only when there was reason to 
think that a deterioration was certain to develop at a relatively early period. 

Dr. Adolf Meyer said that the question under discussion was a very 
broad one. Largely through the influence of Kraepelin’s earlier writings, 
the speaker said he had come to regard katatonia and hebephrenia as 
degenerative conditions, and he was greatly surprised to see, in the fifth 
edition of Kraepelin’s book, that the writer had apparently entirely changed 
his views on the subject, and had completely eliminated the degenerative 
features of those psychoses. Indeed, the very mention of degeneration to 
members of the Heidelberg school in 1896, when this great change took 
place, was looked upon as a sort of heresy. Instead of regarding these 
diseases of a degenerative origin, it was stated that they might befall any¬ 
body, just as general paralysis might befall anybody, and that they tended 
to end in dementia. Dr. Meyer said he had always been inclined to be¬ 
lieve that Kraepelin’s rather sudden change of views was due to contro¬ 
versial reasons rather than to an actual conviction. The chief advantage 
that had been gained by Kraepelin’s writings was that it had induced 
psychiatrists to break away from the old tradition of classifying all forms 
of insanity into melancholia, mania and paranoia, thereby neglecting many 
well-marked and striking forms of mental disease which could be readily 
recognized. Undoubtedly Kraepelin went too far, a fact that he himself 
admitted when he said that the entire group was only classified pro¬ 
visionally, and would have to be still further subdivided. Kraepelin’s 
description of dementia praecox was, on the whole, remarkably clear, and 
he was very painstaking in making the diagnosis. In a given case ail the 
symptoms might not be present, yet the patient might show some evidences 
of deterioration. Such cases might be regarded as allied to dementia 
praecox if the symntoms pointed sufficiently in that direction. 

Dr. William Hirsch said it seemed to him that this controversy con¬ 
cerning dementia praecox, as well as some other modern diseases, was 
largely a controversy about names. If it were not for the name dementia 
praecox, such a discussion would be practically unnecessary. The term did 
not originate with Kraepelin, but was used by Pick, of Prague, fully 
thirtv years before, to describe a condition very similar to that to which it 
had been applied by Kraepelin. The clinical picture of dementia praecox 
is so broad that nearly every juvenile case of insanity would fit into one 
of the various categories, and the question arises whether there is really 
one important feature which all these cases have in common. Dr. Hirsch 
said they surely had nothing in common in symptomatology, because the 
clinical picture was too broad. Was the dementia a common feature of 
dementia praecox? Personally, the speaker said, his experience coincided 
with that of Dr. Sachs. He could not convince himself that all the 
juvenile psychoses, whether of the katatonic or other types, would terminate 
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in dementia. There was one feature, however, that was common to all 
these cases of acute juvenile psychosis, namely, that they all occurred 
on a degenerative basis. We could always draw the conclusion that we 
had not to deal with a normal individual. These juvenile psychoses only 
occurred in individuals with inferior mental powers, and this fact should 
always be borne in mind in connection with the prognosis. Such a person 
might return to his relatively normal state—that is, to the condition he was 
in before the onset of the attack, which was never an absolutely normal 
condition. The fact was often lost sight of that these people never had a 
normal mind, but taking that for granted, it went without saying that any 
acute mental disease might intensify this mental inferiority, and that the 
patient might be worse off than he was before. Even if very decided 
dementia were present during the acute stage of the attack, it would not 
necessarily be a permanent condition: the patient might recover from this 
dementia and regain his relatively normal condition. The impaired mental 
condition of these patients, Dr. Hirsch said, did not necessarily imply a 
lack of intelligence, but might be characterized by hypochondriasis, by a 
lack of mental equilibrium or by morbid impulses. 

Dr. Emmet C. Dent said that a recent analysis of the statistics at the 
Manhattan State Hospital for the past year showed that out of 911 
patients admitted, 290, or about thirty-one percent., were cases of dementia 
praecox. The speaker said that after several years’ study of Kraepelin’s 
theory he was still inclined to believe that it was premature to discuss it. 
The group of cases included under the term dementia praecox was a large 
one, and in the course of time more appropriate names would doubtless be 
found under which the various types could be classified. A case of 
dementia praecox, when properly defined, was just as distinct a type as 
depressive insanity. 

Dr. T. P. Prout said that five or six years ago he made some examina¬ 
tions of the blood in cases of so-called dementia praecox, and found that 
the results he obtained were very variable. In some of the typical cases, 
during the early stage, there was marked leucocytosis, while in others the 
number of leucocytes was decidedly diminished. A similar discrepancy 
was noticed in the differential count. It, therefore, seemed to him that 
different types of mental disease were embodied under this head. 

Dr. Allen Ross Diefendorf, of Middletown, Conn., said that melancholia 
was recognized as a psychosis of involution, while dementia praecox was 
one of adolescence, and he could see no close relationship between the two. 
The symptoms of melancholia, as at present understood, were well defined, 
and it could be safely said that the condition was very rarely encountered 
during the period of adolescence. A review of about one-half the cases 
admitted to the Connecticut Hospital for the Insane during the past five 
years showed about 184 cases of dementia praecox. A subsequent review of 
those cases showed that twelve were mistaken for melancholia. Of these, 
seven were of the katatonic type, or were later recognized as katatonia, and 
five as hebephrenia. The speaker thought there was very little danger of 
confounding melancholia with dementia praecox. 

Dr. Joseph Collins said he did not agree with Dr. Sachs that the 
modern psychiatrist showed a tendency to make the diagnosis of dementia 
praecox with alarming frequency, nor did he agree with Dr. Hirsch that 
there was anything typical in the clinical picture of this psychosis, or 
anything in common between the various types of the affection, as de¬ 
scribed by their originator. Furthermore, he did not think that Kraepelin 
maintained that position. In his study of the writer’s work he could recall 
no ground for the statement that all these cases occurred on a degenerative 
basis. On the contrary, Kraepelin maintained that dementia praecox was 
a disease that occurred in individuals who were apparently sound, and that 
it was due to an auto-intoxication. 
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Dr. Edward D. Fisher said he was inciined to think that Kraepelin 
allowed a wide latitude in his differential diagnosis of dementia praecox, 
and that his cases were rather younger than those cited by Dr. Sachs. 
For example, take an apparently normal individual of fourteen, or sixteen, 
or eighteen years, who suddenly, with or without a psychosis, may show 
himself unfit for the work he is doing at the time, and is never able to 
take care of himself after that. We may have here a type of dementia 
which may never reach an extreme degree—that is, never go on to 
amentia. Such cases, Dr. Fisher thought, represented a large class to which 
Kraepelin referred in his writings. 

Dr. Dent, in reply to a question, said that the cases of dementia praecox 
he had seen ranged in age from fourteen to twenty-five years. The average 
age was about twenty. 

Dr. Sachs, in closing, said that the figures quoted by Dr. Dent showed 
that a large proportion of the patients at the Manhattan State Hospital 
were being admitted under the diagnosis of dementia praecox, and he 
questioned whether many of those cases had gone on to a condition of 
complete dementia. The only point he wished to make was to throw a 
little doubt upon the extremely grave prognosis that had been given in this 
class of psychoses in recent years under the teachings of Kraepelin. 



